NH Department of Health and Human Services (DHHS)
Division of Family Assistance (DFA)

DFA Form 821

09/14

APPLICATION FOR MEDICAID PRESUMPTIVE ELIGIBILITY (PE)

Medicaid eligibility through this PE application is temporary. If an application for full Medicaid is not filed by the end of the

month after the month of this PE determination, the PE period and coverage will end on that day.

A. Please tell us about the PE applicant and where the PE applicant lives.

If you are applying for PE on behalf of someone else, tell us about that person’s information in Section A below, not your own

information.

PE Applicant’s Legal Name:

Primary Language:

Street Address: Mailing Address:
(if different from street address
City/State/Zip: or confidentiality is needed)

If no permanent address, please tell us where the PE applicant can be reached:

E-Mail Address:

Primary Phone:

Secondary Phone:

] No E-Mail address

B. Please tell us about your family. Include your spouse and youEEh_iIdren under the age ongimQ/__l

Only answer these questions for the

live with you. Do not list other relatives or friends even if they live with you. |

| individuals applying for PE on this application. j
| U.S.Citizen, U.S |
SSN Relationship to | National, or Eligible NH Medicaid |
Name (optional) DOB you | Immigrant Resident Recipient |
Self : OvyON OvyON I:IYIZINI
I OvyON OvOn | OvOw |

I OyOdN OvON | OvyON

I OvyON OvyON | OYON

I OvyON OvyON | OYON

I Did any of these individuals age out of New
Is anyone pregnant? (1Y [N If yes, who? I Hampshire foster care? []Y [IN

| If yes, who?

How many babies are expected? [ 11 []12 []13 [] Other

Have any individuals applying for PE been approved for PE during this calendar year? [JY [N

If yes, who:

Have any pregnant individuals applying for PE been approved for PE during this current pregnancy? []Y [N

If yes, who:

Do any of the individuals applying for PE have Medicare? []Y [N

If yes, who:

Are any individuals applying for PE parents or caretaker relatives? []Y [N

If yes, complete section C on the back.

PLEASE COMPLETE & SIGN THE BACK

DFA SR 14-29

(3YC)



C. Please tell us about any individuals applying for PE who are parents or caretaker relatives.

Name Unemployed? Disal?rlliisgc':'tzrpe%c’)?rarily Working Iessmtg;\?h’l?oo hours per
LyOdN LyOdN OvyON
LyOdN LyOdN OvyON
LyOdN LyOdN OvyON

D. Please tell us about your family’s income. Include all cash the individuals get from working, self-employment,
spousal support, unemployment, tips/commissions, pensions, disability, & cash gifts from friends/family.

Name of Person Name of Agency, Employer, or Individual Amount

?
Receiving Money that Provides the Money Received How Often’

[J weekly
[ Bi-Weekly
$ [J Monthly

[ Weekly
[ Bi-Weekly
$ 1 Monthly

[ Weekly
[ Bi-Weekly
$ 1 Monthly

[J Weekly
[ Bi-Weekly
$ L] Monthly

E. Signatures

| certify, under penalty of perjury, that | have reviewed the information on this form, it is true and complete to the best of
my knowledge, including the information concerning citizenship/immigration status and prior presumptive eligibility periods.

PE Applicant Signature Date
If someone helped the PE applicant complete this form, that individual must sign below.

Signature Legal relationship to PE applicant Phone #

FOR CERTIFIED PE WORKERS ONLY

The following individuals have been determined eligible for PE:

Name FPMA Only? PE Begin Date (mm/dd/yy)

OYyOdN

OyOdN

OyOdN

OyOdN

OYyOdN

| certify | have explained the information on this page to the PE applicant. If | determined the applicant presumptively eligible,
| certify that:

*= | have been trained by the DHHS to make this determination.

» The individual is eligible based on the information provided to me.

= | have recorded the eligibility begin date(s) above.
The Provider Number below certifies that my agency has been authorized to assist with the application process.

Signature of Certified PE Worker Date Provider Number

Printed Name of Certified PE Worker AND Hospital/Agency Email address

Central Medicaid Unit (CMU) Fax: 271-8604 CMU Email: ChildrensMedicaid.DCS@dhhs.state.nh.us




